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ABSTRACT 

Retained surgical gauze is occasionally observed in general 
practice. Herein, we report a case with surgical gauze retained 
for over 1 3 years that created a fistula which drained pus into the 
stomach. 
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INTRODUCTION 

Retained surgical gauze (RSG) 
is occasionally seen in cases 
that have a surgical medical 
history.' Here we present the 
case of a 28 year old man in 
which RSG presented as a fis- 
tula that drained pus into the 
stomach 13 years after sur- 
gery. 

CASE REPORT 

A 28 year old male, known 
case of Wilson disease was re- 
ferred for endoscopy to evalu- 
ate gastroesophageal varices. 
He had a history of splenec- 
tomy for hypersplenism 13 
years earlier. His physical 
examination was unremark- 
able except for the previous 
surgical scar located over the 
abdominal skin. Hemoglo- 
bin was 9.5 mg/dL, ESR: 103 
mm/hr and CRP: 16.3 mg/dl 
(normal range<10 mg/dl). 
Other parameters of blood 
chemistry were normal. Upper 
endoscopy was performed. A 



fistula was discovered in the 
lesser curvature which was 
draining pus into the gastric 
lumen (Figure 1). 




Figure 1: Orifice of the fistula with 
pus drainage into the lesser 
curvature, (arrow) 

During his workup for the 
etiology of fistula, abdomi- 
nal ultrasonography was 
performed which reported a 
119x60 mm echogenic lesion 
at the site of the previous sple- 
nectomy (Figure 2). 

The subsequent abdominal 
CT scan revealed an abnormal 
soft tissue lesion with opaque 
lines that indicated a foreign 
body at the left sub-diaphrag- 
matic area. The collection was 
attached to the gastric wall and 
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tail of pancreas, and extended to the lesser sac 
(Figure 3). Laparotomy was performed. After 
exploration of the lateral and posterior parts of 
fundus and lesser sac, an interaperitoneal for- 
eign body (surgical gauze) was removed and 
the abscess was drained. The patient did well 
post- operatively and was discharged from the 
hospital after a course of antibiotic therapy. 




Figure 2: Echogenic lesion as seen with 
abdominal ultrasonograpliy. 




Figure 3: Opaque foreign body at the area 
of aprevious splenectomy as seen 
with abdominal CT. 



DISCUSSION 

RSG is a relatively rare, but known phenome- 
non which occurs in cases that have undergone 
surgery. ' In one study, retained surgical spong- 
es have been found in 69% of patients with re- 
tained foreign bodies of which 37% required 
additional surgery.^ The diagnosis of RSG, 
also known asgossypiboma, can be very dif- 
ficult. ' In one multivariant analysis it has been 
seen that surgery in emergency conditions, an 
unplanned change in the operation during sur- 
gery and high body mass index of the patient 
are the major risk factors for retained surgi- 
cal foreign body.^ Accurate diagnosis needs 
a consideration of the patient's previous sur- 



gical history, close observation and physical 
examination. Pertinent medical imaging tech- 
niques such as ultrasonography and computed 
tomography are essential ancillary studies for 
accurate diagnosis.' Although RSG can remain 
asymptomatic for a long period of time, ' how- 
ever it eventually presents with a constellation 
of problems that include pain,'-^ fistula forma- 
tion,'* mass effect^ and intra-abdominal abscess 
formation.^ Transmural migration of the for- 
eign body has also been reported.'' 

In conclusion, any abdominal or constitu- 
tional symptoms along with a past history of 
abdominal surgery should trigger the suspicion 
for presence of retained surgical foreign body. 
Imaging and other ancillary studies are needed 
for establishment of the diagnosis. Fistuliza- 
tion of the abscess formed around the foreign 
body is a rare, but well known complication in 
this condition. We report an interesting case of 
RSG diagnosed after detection of a fistula that 
drained pus into the gastric lumen. Meticulous 
sponge and instrument count protocols in oper- 
ation theaters should be followed to reduce the 
possibility of retained surgical foreign body. 
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